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Dr Michael Acker (Philadelphia, Pa). I have a couple of
technical questions. Can this procedure be done in a bicuspid valve
that might not be symmetric where you have to really nail where
your commissures are, and what are the size limitations of this
technique?282 The Journal of Thoracic and Cardiovascular SurgDr Chan. Thank you for your question, Dr Acker. Yes, it can be
done. We have in fact done a few bicuspid valves and even a quad-
ricuspid valve. The important principle is to attain symmetry of the
leaflets and commissures at the end of the operation, and this is
done in some cases independent of the native commissures. We
place the sutures not actually on the annulus itself but slightly
above the annulus on the aortic wall.
The sizes provided by the company (CardioMend) that supplies
these instruments range from 19 mm to 27 mm, and we have done
operations in all these sizes.
Dr Nawwar Al–Attar (Paris, France). My question is practi-
cally a follow-up of the same question. You had described 1 of
your patients as having had a quadricuspid valve.Was this a patient
who had a technical failure? Would this procedure be contraindi-
cated for patients who do not have tricuspid valves, for your
kind of valve, for this technique?
Dr Chan. Thank you for your question. The patient who had
a quadricuspid valve is doing very well. The complication was
in a patient with a bicuspid valve who had a very gross asymmetry
of the annulus and commissures. It is certainly much easier to do
this operation in a tricuspid valve with symmetry of the annulus,
and it is certainly more challenging in bicuspid valves; in quadri-
cuspid valves it is certainly very challenging.
Dr Wolfgang Harringer (Braunschweig, Germany). What we
have learned from the trials with intraoperatively manufactured
stented valves is that the quality of the pericardium is not equal
in all the patients. In other words, it differs depending on the
area of the pericardium you are taking; it also differs, for example,
between a strong man and an old woman. Did you perform any
quality assessment? What guided your judgment to choosing ap-
propriate areas of the pericardium?
Dr Chan. Thank you for your question. No, there was no pre-
cise quality control. It was macroscopic on surgical view. The peri-
cardium had to be clean. We cleaned it of all fatty and fibrous
tissue, and it had to look good macroscopically. But we did not
do any further analysis on this pericardium. It was autologous
and harvested at the time of surgery.
Dr Boulos Asfour (Sankt Augustin, Germany). We have done
about 120 repairs in aortic valves in all kind of sizes, even in
infants. Many times when you look at the valve, you do not
want to throw away the whole valve and put in this kind of peri-
cardial valve. In the case of a valve affected by endocarditis
with 1 leaflet being severely damaged, would you consider cut-
ting out one of these cusps, replacing it, and leaving the others
alone?
Dr Chan. Thank you for your question. Yes, the option of aortic
valve repair is certainly open. In this series, none of the patients
would have been unsuitable for aortic valve repair; 8 of them
had calcified degenerative valve disease and the other 2 had severe
aortic regurgitation from endocarditis. We are a bit concerned
about using this for endocarditis now, given the high recurrence
of endocarditis in our series and also in Duran’s article. Thus we
would not recommend this technique in the presence of endocardi-
tis today.
Dr A. W. Atkinson (Raleigh, NC). This refers to the endocar-
ditis question. You mentioned an earlier article with a high inci-
dence of late endocarditis. It appears that this new biological
system, if you want to call it that, is not inert, or there is a chronicery c January 2011
Chan et al Evolving Technology/Basic Scienceinflammatory process that is the nidus for endocarditis. Can you
discuss that? Did you learn anything from the explantation of
the infected valve that you had?
Dr Chan. Thank you for your question. I do not think we know
the answer. In our series all 3 patients in whom endocarditis devel-The Journal of Thoracic and Caoped had risk factors to account for the endocarditis. Two of them
had Staphylococcus aureus endocarditis as the indication for the
original operation and a third had a dental procedure before endo-
carditis developed. However, I think the incidence of endocarditis
is certainly a concern.rdiovascular Surgery c Volume 141, Number 1 283
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